Surgical management of
Children with persistent lymphadenopathy or abscesses are usually referred to surgeons for diagnostic lymph node biopsy or incision and drainage; the most frequent ®ndings are of reactive lymphadenopathy, bacterial infection, neoplasia or Mycobacterium tuberculosis infection. Infection with atypical mycobacteria can present in a similar way 1 .
Case 2
Another two-year-old girl was referred with a left submandibular abscess. Incision and drainage was performed; staining of the`pus' showed acid-fast bacilli and subsequent culture grew MAI. She was started on rifampicin, isoniazid and pyrazinamide in the postoperative week, but this was stopped once the organism had been identi®ed. A chronic discharging sinus formed, and seven months later she was examined under anaesthesia. No lymph-node remnants were found; the sinus was thoroughly excised and the wound then healed.
Case 3
A boy aged two had an enlarged lymph node in his left axilla, which was excised. Histological examination revealed giant cell granulomata and central caseation and he was started on rifampicin, isoniazid and pyrazinamide. These drugs were stopped when MAI was identi®ed. The wound initially healed well, but an abscess formed within three months; all the involved lymph nodes were then excised, with primary closure. The wound healed well and there were no further complications.
Case 4
A 19-month-old girl was referred for surgical drainage of an abscess in her right axilla. No acid-fast bacilli were seen on initial staining of the contents, but the wound failed to heal. Four weeks later, culture revealed MAI. The persistent sinus and surrounding regional lymph nodes were excised with primary closure. The wound then healed without complications.
COMMENT
There has been a resurgence of mycobacterial disease associated with the spread of AIDS, but the rate of atypical mycobacterial infections in immunocompetent individuals seems to be increasing independently 2 . The commonest of these organisms is MAI, which predominantly infects children under ®ve years of age, girls more often than boys. It causes localized abscesses and lymphadenitis, pulmonary infections resembling tuberculosis or disseminated disease. The four children reported here, with extrapulmonary atypical infection, were seen in the past ®ve years. None had any evidence of immunosuppression.
As well as infecting wild and domestic animals and birds, MAI is a ubiquitous environmental saprophyte. Lymphadenitis, commonest in the head and neck, is thought to be caused by primary infection of the oropharynx or traumatic inoculation, particularly of the extremities. Atypical mycobacteria are not thought to be transmissible between human beings. Considerable resistance to the standard antituberculous drugs 3 complicates treatment and chemotherapy relies on protracted courses of multiple second-line agents. For this reason, some suggest that surgical excision is the treatment of choice for localized MAI infection, including pulmonary lesions 4 .
In our series the failure of incision and drainage, whether combined with antibiotics or not, is notable. In three children further surgery was needed to treat chronic infection, and excision of the lymph-node mass or clearance of infected tissue without a full course of antibiotics was then successful. In case 1 the infected lymph node was probably removed completely at the initial procedure, though this child did also receive a full course of antibiotics.
The possibility of atypical mycobacterial infection should be considered in children with lymphadenopathy or abscesses, and specimens should be sent to the laboratory both in formalin for histological examination and fresh for microbiological investigation. Culture, sometimes taking weeks, is needed to distinguish other mycobacterial infections from tuberculosis, though new genetically based assays or liquid based automated culture systems may speed up diagnosis in future. Surgical excision of the affected nodes is diagnostic and therapeutic; incomplete removal often results in chronic sinus formation, ®brosis and unsightly scarring. We recommend early surgical excision of residual affected lymph nodes to prevent these complications, once the diagnosis has been established, together with careful follow-up in all cases. The place of antituberculous treatment is controversial in view of the frequent resistance of MAI to these agents. The high cure rates with surgery alone 5 mean that lengthy multidrug treatment is probably super¯uous in localized disease, unless proximity to structures such as the facial nerve prevents full excision without unacceptable morbidity. In such cases antimicrobial therapy is the treatment of choice.
